
Known amounts of phenolsulphonephthalein were
added to (1) distilled water; (2) normal urine; (3)
urine from deeply jaundiced patients ; (4) normal
urine to which bile had been added; (5) urine, from
patients with marked hematuria, and (6) normal urine
to which laked and fresh blood had been added. The
method as described above was applied to each prepara¬
tion, with these results :

1. In each case the loss of phenolsulphonephthalein,
when the final filtrate was compared with a standard in
the Duboscq colorimeter, was so small as to be negli¬
gible.

2. In those preparations containing bile, all traces of
bilirubin had been removed, as demonstrated by the
iodin test for bile.

3. In those preparations containing blood, all traces
of hemoglobin or hemoglobin derivatives had been
removed, as shown by the absence in the final filtrate
of characteristic spectroscopic absorption bands.

4. All the resulting filtrates were clear.
5. In every case the final filtrate could be read

directly and satisfactorily against standard solutions of
phensolsulphonephthalein.
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Retrocalcanean bursitis was first described by
Albert,1 in 1893, under the term achillodynia. He
reported a number of typical cases, but did not deter-
mine the pathology of the condition. R\l=o"\ssler,2 in 1895,
by operation and dissection, found the true cause of the
disease to be an inflammation of the bursa lying
between the insertion of the Achilles tendon and the
tuberosity of the os calcis.
This bursa is subject to the usual affections of bursae

in general. Of special infections, tuberculosis occurs,
and when it does occur, it extends to the bone quite
readily, owing to the thinness of the bursal wall in its
anterior and upper aspects. Gonorrheal infection
attacks this bursa, as do rheumatic infections. In
chronic infections of the bursa, there is a thickening
of the bursal endothelial lining. There may be car-

tilaginous hypertrophy and periostitis, with formation
of exostoses. Effusion is rare. Direct infection by
puncture wounds may occur.
The causation of disease of this bursa may be classi¬

fied as: (1) functional, (2) traumatic and (3) bacterial.
Overuse of the foot, too much walking, the trauma inci¬
dent to pressure of shoes, usually too short shoes, are
etiologic factors in most cases. Bacterial infection is
chiefly metastatic, the disease being, on this account,
very often bilateral.
Pain is localized at the junction of the Achilles tendon

and the os calcis. This pain is only on motion ; rest
relieves, and there is more comfort with the foot
everted and the leg rotated outward. There may be
tenderness over the bursa, and often there is an appre¬
ciable swelling or a doughy mass on each side of the
Achilles tendon. I wish particularly to emphasize a

diagnostic point which is also valuable as a therapeutic
Albert, E.: Achillodynie, Wien. med. Presse 34: 41-43, 1893.
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measure. This was suggested by J. B. Murphy.8 The
pain in disease of this bursa is due to the pinching of
the inflamed and enlarged bursa, between the Achilles
tendon and the os calcis, on flexion of the ankle. This
is logical ; and is proved by the fact that removing this
pressure on the bursa, by rest, resection of the bursa
or by any other means will relieve the pain. Then, if in
any suspected case removal of this pressure relieves the
pain, we may conclude that retrocalcanean bursitis is
the condition with which we are dealing. This is
accomplished by putting the patient on high heels,
mechanically increasing the distance between the ten¬
don, just above its insertion, and the os calcis, thus
giving more room to the bursa and preventing the
pinching of the bursa between tendon and bone, as
occurs in ordinary flexion of the ankle. I have had a
three-fourths inch rubber heel fitted on the ordinarylow-heeled shoes, without removing any of the leather
heel. Roentgen-ray findings are negative in the absence
of exostoses.
Treatment of this condition, aside from the foregoingmethod, is surgical removal of the bursa. The presenceof long continued inflammation, cartilaginous bodies,

or exostoses require operation. Careful fitting of shoes
is necessary to prevent pressure of the shoe on the
heel over the bursa. Local treatment is of little value.
'Robert Jones 4 reports results with actual cauterization
of the bursa, by inserting a heated needle into the bursa.
Various injections into the bursa have been tried.

REPORT OF CASE
History.—B. K., a boy, aged 11, examined Feb. 1, 1921,

whose family history was negative and who had had measles,
mumps, recurrent tonsillitis for five years, tonsillectomy one
year before, and several attacks of bronchitis during the last
four winters, began noticing pain, ten months before I saw
him, in the left heel on walking. The pain gradually became
more severe, until it almost prevented him from walking. It
did not bother when the feet were at rest. Under a diagnosis
of suspected tuberculosis of the os calcis, he was kept off his
feet for about five months. On beginning to walk again the
pain recurred. Two months before I saw him a similar painbegan in the right heel.
Physical Examination.—The boy was fairly well nourished.

The facies suggested adenoids. Roentgen-ray examination
revealed apparently a cyst in the anterior part of the os calcis
of the left foot. The heel and the right foot were negative.An irregular shadow just apart from the lower border of the
os calcis helped to make the former diagnosis of probabletuberculosis. This shadow was the epiphysis of the os calcis,
which appears about the age of 10 years and unites with thebody of the bone at about 15.
Treatment and Course.—A three-fourths inch heel wasadded to the ordinary heel of the shoes. Immediately thepatient was free from pain on walking and has continued so.He now goes to school, and is as active as the average boy ofhis age, with no trouble with the heel. There is still, four

monfhs after beginning the raised heels, slight tenderness
on pressure over the left bursa, and when walking barefoot henotices pain in the left heel. The right heel gives no symp¬toms, even without the raised heel.

3. Murphy Clinics 4:505 (June) 1915.
4. Jones, Robert: Diseases of the Bones and Joints.

Organization of Hospital Social Service.—It is desirable thatthe fundamental principles of function, policy, and organizationof social service in hospitals and dispensaries should receivethe official endorsement of national bodies concerned withthese fields of service. Uniform, consistent, and unretardeddevelopment will thus be promoted, and hospitals enteringinto social service activities will find available guidance.—Hospital Social Service 3:7, 1921.
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